Methods and materials
Fibrous dysplasia is commonly considered to be a developmental disorder of bone, characterised by replacement of normal bone by fibro-osseous tissue. It remains a somewhat controversial condition, with some investigators now believing it to be a benign, non-encapsulated neoplasm [1] . While fibrous dysplasia does have malignant potential, the rate of conversion is very low, and malignant transformation is rare occurring in less than 3% of cases. Past treatment of the condition with radiotherapy has contributed to this figure [2] .
Pathologically, fibrous dysplasia lesions are well-circumscribed, intra-medullary lesions of varying size. Large lesions can distort and expand bone. The lesion is composed of trabeculae of woven bone surrounded by a moderately cellular fibroblastic proliferation. All the components of normal bone are present, but local developmental arrest prevents differentiation into mature structures [3] .
Fibrous dysplasia can be classified into several subtypes:
1.
Monostotic fibrous dysplasia -involves a single bone 2.
Polyostotic fibrous dysplasia -involves multiple, but never all, bones 3.
McCune Albright syndrome -polyostotic fibrous dysplasia associated with cutaneous pigmentation and precocious puberty 4.
Mazabraud syndrome -polyostotic fibrous dysplasia associated with intramuscular myxomas 5.
Cherubism -familial fibrous dysplasia of the jaw, a controversial disorder that is considered by many to be a separate entity, and not part of the fibrous dysplasia spectrum
The craniofacial skeleton can be involved in any of these disorders: 25% in monostotic disease, 50% in polyostotic disease [4] . A single lesion in the skull can cross the sutures. The base of skull is more commonly involved than the cranial vault. The most commonly affected bones are the ethmoids, followed by the sphenoid, frontal and maxillary bones. The maxilla is affected twice as often as the mandible [5] .
Results
Imaging Findings in Craniofacial Fibrous Dysplasia.
The classic appearance of fibrous dysplasia is a well-defined, lucent lesion with a "ground-glass" matrix ( Fig. 1 on page 5 ). The appearance in the skull and facial bones is more variable, due to the complex shape of the bones. The "pagetoid" pattern of mixed sclerotic and lucent areas is the most common, seen in around half of all cases ( Fig. 2 on page 5 ). The homogeneously dense "sclerotic" picture and the "cystic" variety (ovoid lucency surrounded by a sclerotic rim) each account for about a quarter of cases [4, 6] . These features are well seen on CT scanning. CT is crucial in evaluating involvement in the base of skull, especially in cranial neuropathies ( Fig. 3 on page 6 ). Treatment of these areas is extremely difficult, particularly in adolescents, as the lesions are still growing.
Fibrous Dysplasia of the Mandible.
Fibrous dysplasia in the mandible has some unique features. It is the only lesion of the mandible that causes elevation of the mandibular canal [7] ( Fig. 4 on page 7 Fig. 5 on page 8 ). Involvement of the ramus and condyle can lead to significant disorders of the temporomandibular joint, due to expansion of the condyle beyond the confines of the condylar fossa ( Fig. 6 on page 9 ). These lesions are typically in the non-tooth bearing areas of the mandible.
Familial Craniofacial Fibrous Dysplasia.
The lesions in this form of FD involve the tooth bearing regions of the jaws, and cause significant displacement of the dentition as well as numerous impactions [8] ( Fig. 7 on page 10 Fig. 8 on page 11 ). The characteristic facial swelling can been seen as early as infancy, and progresses more rapidly during adolescence ( Fig. 9 on page 12 ). The lesions reach maturity in adulthood, where lesion growth ceases, and in some cases, regresses.
The condition responds well to surgical treatment during the active phase of the disease, although bleeding can be a problem. Tooth repositioning and orthodontics can successfully treat the dental displacement and malocclusion. Figure 4 . The right mandibular condyle is expanding and beginning to affect the shape of the condylar fossa.
Fig. 7:
OPG in an 11 year old child with familial craniofacial fibrous dysplasia. The dentition is significantly displaced due to the disease process. 
Conclusion
The most common complication of craniofacial FD is cosmetic deformity, but other complications unique to the skull include deafness, blindness, and other cranial neuropathies [9] . There are also significant disturbances to the dentition. It is important to recognize the imaging appearances of craniofacial fibrous dysplasia to ensure a complete review for potential serious complications. 
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